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A STUDY OF PRECEPTOR TRAINING OF CLASSROOM TEACHERS
IN READING.DIAGNOSIS1

Ruth R. paii2.

4 r

Clinician agreement on diagnosis, presumed necessarT for effec-
. 4

tive remedi(tiOn of children's reading,difficaties, has been the

focus of in-depth investigation by the IRT's Clinical StudieabProject
. 1.- ..t

. .
.

.

for a number of years. The theoretical base for the projectia a

theory of clinical problem-solving behavior by Elstein find Shulman

(Elstein, Shulman, & Sprafka, 1978), which was reformulated for eduqe-
,

tionlby VirLonhaler and Wagner(linsonhaler, Wagner',"'& ,Elstein; 1977).

This'theory postulates that problem-solving behavior A'a function

gf clinicians' memories and strategies, which influence the decision-
-V.

making process as clinicians diagnose cases. Memories.and strategies

are determined largely by'the training clinicians or teachers receive.

Clinical decision making in reading has bvn investigated with'
.

several classifications of professionals (reading clinicians,,classroom

L1
r

,, ,:

teachers, learning disabilities specialists, and school psychologists)

in a series of.observational studies from 1977 to 080, and the results;
. _

of these studiesihave beeR presented by Weinshank (Note 1). There was

.

. ,

. . . . \,

low diagnostic agreement among all prbfessional :groups except sthool
(-

1
A comprehensive paperon all the training studies will be available

I
- - ;t- -at a later date.

, . . '

2 '

.

Ruth Polirl is data-processinecoordinator for the,Xlinical Studies
Project. /

r.. r pe .

The author acknOwledges the contribution of the folpiaing members'
of the Clinical Studies Project andconsultants who assiOted in the
,planning, development of,Computer systeMs foir data dolysis,,and
operation of the study: John F. Vinsbnhalerhristian'Wagner,
Annette Weinshank, George Sherman, 131orla Blatt, Doron 1, Deborah
Cureton. Linda Vavrus, and Gwyheth Stewart. ,1

,
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psychologists, whose trainlimgand experience differs markedly from

that of the others mentioned..
r '

To explore the Instiuctfonal Corollary to this Inquiry Theory,
"

which states that clinical performances (e.g., reading diagnosis agree-

meat) can,i)e improved by improvements in clinical memo/4 and strategy,

. f

'a series of training (application) studies were undertaken. Simply

stated, what a clinician fetaihs from his /het educational background

about how a child learns to ded and what,procedures should,be followed

in assessing, the ch4ld's masteey.of the fundamental elements of reading

constiFute the clinician's memory and.strategy . More-Intensive, organized

training and clinical experience should thus improve theediagnostic
'.

'decision .making of these clinicians and, ultimately, the remediation of

a Child's reading disability.

The first of these application studies was conducted in 1977 with

the Students of the graduate leading diagnosis course at Michigan State

University (Sherman, WeinsharZt Brown, Note 2).. In 1979, another

.study was conducted in the same setting,but.with the additiohdl use of

a model of reading for instruction and of 'decision aids (diagnostic

write-up forms and checklists). Simulated casts develope4 by the

Clinical Studies Project were used in all studies. Simulated cases

are simply collections ofinformation about children with 'reading problems.

They are based onreal children in grades three thrOugh nine who

attended the Michigan State University Reading Clinic and whose reading

problems were &onsidered to be representative of those frequently noted
4

in public schools. 'A detailed description of these cases is presented

by Weinshank (Note 1). The 1979 study'ahowed the efficacy of using

diagnostic,decision aids in channeling a clinician's thinking alOng

tspecified, orderly lines; this resulted in superior inter-clinician



agreemeni it,WanRoekel, Note 3).

3

6 4i I .
. A* .

That result prompted further investigation of the effect Of training --
.

on diagnostic aueepent. ,In'1280, the study reported hare wascon-

ducted. In this study,I and my colleagues on the Clinical Studies
1

Prolectinvestigated the effect of dilfering.types of small group

instruction on the diagnostic performance of classroom teachers who
a,

were inexperienced in reading diagnosis.

. I '

Objectives
.

The objectives of this application study were to attempt to answer.

the following question's.

I. Sidce the 1979 applicati n study showed the positie
effect of systematized c airing' in reading diagposib,
would differ t contserand training methods also
have a positive effect?

,

2% Does p4ctice with simulated cases have a greater
effecsjm diagnostic performance than the necessarily
limit .ptactice with Teal children?

1

,3. .If. limited training results in higher diagnostic gree--
, anent, can even higher agreement be expected with mere

extensive training?

Methods

..- ,E1211: -,.

,

Ten clasS'room teachers with little or no training or experience'
.

, ,

in readi4 diagnbsis, drawn romfeiementaryschoo-ls of the Lansing,

Michigan school, districts and five students enrolled in the Michigan

State University graduate-le' course in: reading diagnosis, also

with minimal experience in reading diagnosis, participated in the study.

The students wer& div4ided-intwthree preceptor training groups, each
s,

with a4ifffirent instructor .(paveptor).
,
Each-instructor had

1.
a somewh

.
at

If

-
,

.
s

'difterent approach to"tesehing 1 feaaing . diagnosis.
. However, all groups MIapproach

.
,

146,?
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4

were instructed'fu a minimum of 30 hours plus 10 hours*.of extra prac-

4

tice time with (1) the Model of Reading and Learning to Read {MORAL),...

0
asystematizea cause and effect approach to reading difficulty diagnosis

((Sherman, Note 4); (2) either simulated cases; real cases, or both,

with instructor feedback; and (a) decision aids,/whIneguided t1.1

interaction of°those using the simulated cases. Progress was monitorec,

by means of pre-, mid7, and posttests on a simulated case, and an

additional posttest on a case not previously diagnosed. Five simulated

cases were used; on; subject fro* each preceptor training group was

tested on each case.

1

Instructional Design

The vital signs of feeding are the basis for group instruction

in diagnosis of cases of reading difficulty. These vital signs indicate

the reader's "healti," much like medical vital signs indicate a

patient's health. They are as follows:

1. Instant Word Recognitionthe ability to'recoghize words
without hesitation. It is measured by size of sightsword
vocabulary, relative to a child's grad' placement in school.

2. Decoded Word Recognition 7-the.ability to recognize =-
familiar wdrds through use of graphemic simillarities.
I

3,-, . ,. ,

I

,

1,

3. Mganing
t

vocabulary,- -the scope of words that denote meaning-
ful relationships to the reader. c

A. Oral' Re!eding--the ability to read alodd with f,idency and
inflection. .

J .

.
,..._

1

.

5. Redding Comprehensivnthe ability to understand and put .

into meaningful perspective material that is read.

6. Listening Comprehension--the ability to understand and pdt ,

. .into meaningful perspective material that is ,heard.

a

'7. Attention/Motivationthe ability to activate and maintain
concentration on ,the task at hand.

The preceptor for G145up 1 used four vital signs. He 'merged

Vital Signs 3 and 4, calling them Fluent Text Segmentation, and 5' and
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s

5.

6; calling.them Retentive Comprehension. He coAsidered Vital Sign 7

a learningeeffecting factor, rather thatia vital sign, learning

'effecting factor is sbething that directly influences learning.)

Group.I stressed diagnosis according to perlc4mance level on the

four vitalSigns; the other two groups used all seven as separate

vital signs.

Classroom Instruction

)
For Groups 2 and,3, the formal' clasproom instruction in `reading

i.
)

diagnosis was conducted in three-hour blocks weekly with an additional

11/2 hours per week spent in diagnosing computer,based simulated cases
4

(as opposed to the manually-based ones used for the test sessions),

Computer-based simulated cases contained' the same information as

46.

the manual simulated cases"but were used in conjunction with a

computer terkinal, which had test informa`ion stored on disks. This

informatioricould be readily rerieved for instant display without the.

use of the cumbersoie file box .(manual). Any material that could not

be stored on the disks (e.g., audio recordings, actual test booklets)

were contained in a loose-leaf study guide. After interacting' With

a simulated`caSe,studentsfilledr"out the decisioh-aid diagnosis

sheets. Each student therrtranslaeM his/her diagnosis `to a standar-
.

dized"checklist, indicating whether the case showed adequaci s or

Inadequacids in the seven vital signs and their effecting fact s

as postulated by-the Model of Reading and Learning to Read. (This

procedure is described in detail in the next section of this paper.)

Students in Group 1, who used real case ather than the simul ted

ones, did not use the checklist for the eases. Instead, the pre- ,

ceptor analyzed in class the real cases diagnosed by each student,

and this in-class analysis provided practice comparable to that of

.
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the other two groups. Some of the Instructional differences across

the three training groups are summarized in Table 1.
P

The diagnosis and remeiation chart used in Groups 2 and 3 is

A
shown, for one.vital Sign% in Figure 1. The same format was used

4

6

for each cNthe seven vital signs. Group its flowchart also outlined

steps'to be followed in diggnosing cages of reading, difficulty

according to vital signs and effecting factors.

est Sessions

4/

Yo

At each test session, subjects were presented with a manually-based

simulated case. The students received'wrftten and oral instructions

on how to find the information and howto complete the test session

.(see Appendix A).
'2

After receiving instructionsl.syects'observed the initial

contact information about the case,'which included a short Summary'

about the child's reading performance. The subjects were then given

45 minutes to colleakas many.cues (items of information) about the

,case as they wished. These cues wire later recorded as part of thtir

data fdr the test.

At the end of 45 minutes, each student was asked to write a

diagnosis of the case, using the decision aid, a sample of which is

shown in Figure 2, based on the child's adequacies or inadequacies on

the seven vital signs. The students were given.30 minutes to do this.

After completing their diagnostic write-ups, students were required

to match their written diagnoses with the diagnostic categories listed

on a Checklist. This transfer, made after the students wrote their

diagnoses, was used to establish a,standardized vocabulary for analysis.

The students did not seethe checklist ,while they were Writing their

diagnoses.

A



Table.1

Differences =and Similarities Acloss

)

Preceptor Grdups. .
%11

Features

1
Group

2

Out of class
'practice on

simulated cases

,

no

Practice with*. yes
real children

Use of Informal no
Reading Inventory
in diagnosis

Use of weekly
logg for, feedback'

Number of vital
signs studied

Decision aids
used

Text used -

(for outside

reading)

yes.

flowchart

kwal1c

yes

yes

yes

4,

. no

diagnosis ,and

remediatiob
charts')

Pgarson &
Johnson('

MORAL for'
preceptorse

yes.,

MS

no

yes

diagnosis
and remediation
char tst

Pearson &
Johnsorid.

MORAL Tor
preceptorse

..eDeveloped by qeorge,Sherrrian.

Neveloped by DeborahCuretqn, Linda Patriak.....ca, and Pwyneth Stewart.

cEkWall0E. Di agnosis and remediapion of the disabled reader.
Boston, Mass.: Allyn & Bacon, 1976. A 7*

- dTwo texts:

Pearson, P6., & Johnson,.DD. Teaching reading comprehension.
New ork: Holt, Rinehart & Wifiston, 1978.

Johnson, D.D., & Pearson, P.D. Teaching reading vocabulary..
New' York: Holt, Rinehart & Winston., 1978.

elarisonhaler, Weinshank, Cureton, & Blatt (Note 5).

10

4.c

A



How to measure

thePT1)"31

.

(performance on)

Sight Word List

.91141 Reading

- error analysis

I

What is the
process being
measured?

(state of) r

Instant Word.

'Recognition ,

def. the ability
'to see and
say s word
accurately
if asked to
do so quickly;
often referred
to as sight

vocabulary
sight words

Instant Word Recognition

Factors That Effect
the Process

A. Visual Discrimination of Words

'B. Visdal Memory of Words

C. Semantic representations
4 (meanings) of words

D. /Association of graphemic
with phonologic representation
of worst

E. Association of graphemic
with semantic representation
of 'words

-.

8

I
I

Partible Problems

A.' COnfusion, of look-alike words

S. Inability to remember words
encountered in print

- C. Word meanings Lacking

D. Inability to pronounce a written word

4

E. Inability to attach'meanitg top wrUten word"

Learning Process

Learning; change
in one's semantic
net inducld 'by e
effective practide

V

I

Learning.Process
Effecting factors

1

ti

Amount and conditions
8f effective practice

4. Attention of the
Learner

1, -motivation to
read

A

a. internal 4,1
b. exeernal

2. reader's self- concept'

3. match between
interest'abilities
and 'materials

Relevaii"ce (transferability)

of the practice task to
the Yearning task .

C. Learner's correct
'preception of the
task

'D.

1. visual acuity

2. auditory acuity

'3. clarity, of the
learning objeccift

4. clarity of the '
criteria for success

A

Corrective feedback.,

1. attention feedback.
.loop

2. dependence of
feedback on

, performance

A

Possible r-a'aems

Defective practice

.A. Learner's attention unfocused

1. Lack of motivation

e. no interest to read

b. environment not conducive to
reading '

2. 'poor self-concept

4,44 4.4

3. poor match betweenNInterest
.

materials and readinesS skills

Irrelevant task

4

C. Incorrect, perception of the task o

1. poor vision

2. poor hearing

3. objectives unclear

4: criterli unclear

D. Defective feedback

1. negative feedback loop

1

feedbgtk inappropriate for the
task

.

'Figure 1. Diagnostic/Remedial chart 'for first vital sign of reading.

.1
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. ,\ 40 .
4 ..

A0')Otation Study 1980 Diagrtfostic 7 Remediat-Reurd
- ,a ' 1 r e . . -

/ \ ICase Name __. ...a.4.-___---J.,_.
Your Name , '--.

;
I

... 'Date
,

. ..,.
........

.
. ,

%.' v ,

Daps the studeht have. a 1.57is,lem with INSTANT WORD RECOGNITION? f"'

r.

(Circle One)." Yes ' No

, e. NOn what basi ds was this elftian made/

, :

...._

l'44

9

I

If no, thero co.ntinue with the. next. prOtem area. on pa 3..
.

)
,

, )If yes, describe the important factors that have contributed _to this prbblem.
,For)each factor, suggest remedial procedures

*
for its I i`improvement. Contnue

NI

on
the 'next page if requfreb:.

. - .g
-

. .

--.., .
. . 1. , /1 .bescrabe one -factor.... contributing t6,t the problqm with Iestlnt Word

RecOgnition , . -.
.).

,

a

, - .
. ....,i,

.

Suggest remedial procedures .fo'r alleviating this factor.
1

4

2.Describe another factor contributihg to the preblem with Iritant," Word G
RRecognition.

Suggest remedial procedures for alleviating' this - factor.

3.Des,cPibe- another 'factor' Cdntributng
Reaogmiti8n .

A

the prop lem with Instani* Word

<

Sug.g.est remedial proced&res for atlevtatilig this factor,.
4

9

Figure 2. Decision aid used by ,case
A a

A

.

ti
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. 'The checklist /listed' the sev ene.vitai signs aS major categories,

.

10'

4.,

requiring adecis on as-to.adequate or.imadequate perfiormance*for each.
t . .

0t.
.

Subset's under e vitfl sign includek specifics important to the sign
, \

.
4

and decisions as
%

-to whether-those performances vere'adequate or inade-
' -*

..'

%
quate. Underleach vital sign, an 'other" category was listed to

accommodate those diagnostic staemehts on the student's -diagnoses that

could.noi be translated into existineCategorfes. In addition, some \

learnin g effecting factors were listed Aeparately at the end of the
V--

checklist. (The complete checklist is contained in Appendix B.)

,

Atthe end of the session, the written diagnosis, record form for

cues, and checklist of each student were collected and filed. Each

student was assigned a subject number using a random-order table

sielection, and all data were ,processed.

The first test session was held prior to any group meetings (pre-

test. Identical.procedures were followed for the midtest (approxi-

mately five weeks later) and the posttest (at the end of the10-week
. ,

session), In all these tests,,students diagnosed the same case,

thusenabling a progrgss profile to be established. A week after

the posttest (Posttest 1), another posttest was given (Posttest 2).. In (

AL @Els test, students diagnosed a different simulated case, one which

they had never seen, and, in addition, were allowed to use the written

diagnosis and remediation charts and flowcharts, which were part of

their in-class training and practice on cases. In the previous test

sessions, the charts were not available; thus, the students had to

10
internalize the material, on the charts as a guide to writing their

diagnoses.

,13

a.

-4?
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'

Results
..). N,... .

. ,

it..Phiscorrelation and Porter. statistic were calculated to find' the ?./

. ,

..
. .

inter-student agreement, the student-preceptpr agreement,,and the

Interjpreceptqpagreement. The, latter indicated_ the agreement of

experts on each case andserved as a standard against which student

performance could be measured. (For a discussion of t ese statistics,

see Appendix

A member of the Clinical Studies Project checked that all transfers

from the written diagnosis to the checklist were accurate, being careful,

not to tamper with, intent. Such errors asimarking an item as,both

adequate and inadequate and omitting vital signs indicated'as problem

areas on the written diagnosis were found in both student and preceptor

Checklists and were corri4.(C1 d All analysis was then made on these,

amended diagnoses.

14

Total Diagnosis'

'The results of the total dtagnosis, which includes both vital signs

and effecting_ factors, are presented iri Table 2. The table cphtains

\
d

the apieement of each student with his/her preceptor for all three
-.,'

.../

groupseon all five cases. There wer' 128
.

categories of statements-- 110

. %AK

64 each of adequacies and inadequacies.

Vital Signs and Effecting Factors

Because. every diagnosis tonsists.of two components, vital signs

A

J
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lade 2
A8reement7doi Student With His/Her Preceptor on Complete,. Corrected Dirugiosis

Yey
P1G Preceptor !retain Lrc.op

0 - Phi Cceff1(1_1eht
P - Potier Statistic.

Lase

.

1

Pretest T Midtest A Posttest 1 Posttest' 2 .

PTG 1
0 P

PTG 2
0 P

PTG 3
0 P

PTG 1
0 P

PTG 2
.00 P

PIG 3
0 P

PTG 1
0 P

PTG 2
0 P

PIG 3
0 P

.41 .32

PTG 1
.0 P

.14 .14

PTG 2
0 P,

.17 /0
,

.

PTG 3
0 E

r-

.29 ,.24
.62 ,.46 .23

.

.19 .38 .29 .64 .46 .49 .41 .46

'"...

.36 .49

-
.34 .58 .50

-
.29 .24

2
.--"`...-
30

'
.26 .38 .33

.

'.26
.

.21 .34 .29

P

.50 .44. .39 1.31 '''.39 .32 .59 .55

4

.43 ,.32 .30 .26 .56
1
.55

.

.

3 .34 .28
4

.36

.

.46

.

.33 .ls 4:19
I

.48 .39 :21 .18 .14

.

.16 :44 .39

...

.36 ,.28 .44 .35

.

.37 .i5 .12 .13

4 .50 .35
'
.38 ...26 .41

s

.32 .71' :59 .33 .29 .50" .40 .50

r
.40

.

..,36 .31 .53 .43 .31 .26 .44

a*

.39

.

."42

t

.26

.t',
.34 .27 .27 .22 .34 .26 .52 .41 .35 .27

.

.31 ..26 .64 .52

_

.35 .30

//

,,-

.35 .28 ,36 '.28 .35

----

*31 .21 .19 'at

Grand
Mean
St. Dev.

--

.02

.14
.32
.08

.34
.09

.27 ,

.U7
.37
.08

*28
;Of

.

.48:!39

.241K .15
.43 .36
.08 .08

.37

.12
i.31
.69

.43
.19

."45

.13
.46 .41
.12 .11'

.42

.07

.
.33
.06

.31 .26

.11 .G8 sip,
.38

1 4

Ilf
#

.36
.13

.25
;66

,22
.05

Mean of
Groups

0 ..
P

.38
.29

-..;

.
0 - .43
P - .35

'

e

.

0 . .44
P .. .36

- -

/
..

0 "
P ..

.31

.28
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and effecting factors, the ,d iguses were analyzed for'each ponent
tN0'

4
part. Table 3 contains results' on Vital-signs only (domain 14),

13

f and Table 4 presents effecting- factors results (domain = :Table

5 presents inteudent agreement for the three types of diagnosps.

Inter-Preceptdr Agreement /

Table .6 presents the,inter-preceptOr'agreement under all three

conditions (total diagnosis,tvital signs only, and effecting factors

ft I c %.

only). The highest agreement appears to be between the preceptor of
.

I. ,b

Group 1 end the preceptor of,Group 3; the lowest agreement was between
..%

. \
, r .

. .
.

Preceptors 1 and 2. Preceptors 1 and 3 were trained and practice at

or .

..-

.
.

Michigan State Univer sity. Preceptor 2 trained at both Michigan State

i .

Unotersity and other universities and is
,

currently on the staff at

another uni'versiAp. The esults may also show the presence of a

ceiling effect,, that is, a limit under present analytical treatment

to Aihichogreement can be otained.
.

Cues

In Table .7, the student-preceptor agreement on cues selected is

prc.Sented. Agreement appears to be lower thaR that on diagnostic

statements/ Likewise, agreement among preEeptors on which cupP-to

select was also'lower than their diagnostic agreement (Table 8)/end

again, the best agreement 'was' between Preceptors 1 and 3. In addition,

. .

these two preceptors agreed,more 'closely on the number of,cues to

"17
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Table 3 f

-Agreement of Student with his/her PreFeptor4oh Vital Sign:,

r

I
Key

PTG PreceptoK.Training Group N.,
0 Phi Coefficient

Case
-

.

I Pretest * . Midtest Posttest 1 s' '. 1
.

Poarrpqr'2

PTG 1

0 p
PTG 2

0. P
PTG 3

0 P

PTG 1

0 P

PTG 2

0 P

PTG 1

0 1!

PTG 1

0% P.
PTG'2

0 ''P .

$`

' PTG,3

0 P'
PIG 1
0 P

-,PTG 2,

0 . ?

PTG 3
0 P

4

f

:71 .75
.

.1.7] 1.75

.

.43 .5'6 1.00 1.00

.1

,

f '71) 15

6

1.00

.

I

11.0Q .

,

.71 .75

,

.43. .56

t

.43 .56

"
.29

.

,,44

' . . '

:43 456-

._

.43 .56

,

-

2 Ok..43 .56

6

.71 %75 .71 .75 .43 :56 .43 .56

1

-:71 ,.75 .14 .4o. 1.00 1.00

.

.

,71 .75

''

.14 .40 100 1.00 .I4 .40

.

.

,
.

3 .71 .75 .

<

.71,475
.

:14 :40

,

-.14 .27

.

.43 .56

,,

.43'

1

456 14
6

.27'

4

:43 .56

.

.

14 .40
. '

.

r

; .43 .56 .56

.

-.14 .47

.

.

4 .43 .5§ ."
.

,

.43 , 56

i
./1, .75

-

.

.71

.

.

.75

,

.

. .43 .56 .J1

11

.

.75 .43 .56

.

.43 .56

4
i

.7r...75 ..43 .56 .43 .56 .43

.

.36

-

.

4 '

!-
.43 ...56,1

\ /

-

.71 .75

mt

.

-.14 .2. .71

.

.

.75 ' .71 .75 .43

,

.56 .71

-

.75

,

.71 .75

..f,,

'

I

:

,43 s.56

4

1.00

.

1.00 *

.

s

.71 .75 .43

.

.56

Grand
of

Mean .54 .64

..

Std. Day. .15 .10.

p.65 .71

.13 .08

.37 ..55

.3X .21
4

.54

.41

.67

.27

*--
i

.54 .64

IS ' In

%66

24

.72 .37

114 37

.55

:21

.60 .69

.

.25 .y9

.

.48 .60

.24 .15

.46

.33

%59

)

.24

.6% .69

.25 .19

.26

.i6

47

.13

..Mean of 0 m .52

Groups P m,,.63

4.
.

0 - .5ti

4 .. .66
i

*
.

0 m .48.'

P - .61
1 . .

0 - .44
P .58 .
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Table 4

'Agreement of Student with hid /her A'receptor on Effecting 7-'actors

%.

Awl )

PTG 6,, Preceptor Training Group
0 - Coefficient
P Porter Statistic

,

Case

1
.

- ;
Pretest ' Midtest ' Posttest 1 Posttlst 2

PTG 1

.0 P

P1' 2of_
-s.

,. PTG 3
4 OP' :PTG 1ilP PTG 2

0 P

%

PTG 3

0, P

PTG, 1 ,

if
P

PTG 2

0 P

PTG 3

0 P

PTG 1

0 P

PTG 2
0 P

PTG 3
Pr P

.39 .2T

1,
f-

.00 .04 ''`.1:1;.6,..09
6 4,

.45 .24 ,.37 .291 .14 .11

'`.

.31 .16

S

.56 .46

b

.31 .21 .08 .07 .02 .09 .1,o. .13

2

6
It

..19 ..16

.. .

..

.22 .19'

,

.01 .05 7-2)9 .22 .48 :40
1

.4,9 .15

,

.40 .27 .48 .44

.

..
.39 .26

t.,

.18 .15 .51 .46 .,20 .16

3

6-s,

.16 .1'4

'
./ '
...

.

.27 .19

t

.2.7 .14 .18 .14

.

.42 .32
' 4 )

.

:-.08 .00 .16 .13
/

.34 .29

'

42 .15

.

.25 .19

r

.30 .26 .03 .05

, 4

'
A. .

-.03 .00 '

I

.29 .14 ,. .17 .13

0

.70 .53 :29 .23 .38 .26 .40 .29 .32 .26 '

t--

.30 .21.. .20 .16

,

.0'"
,24 .17

'
.27 .17

5

-

01

.16 .13

.17 .13

.15 .08

.24 .18

, .20 .15';:17

.12 .06

.28 .18

%

-

.12

.116 .05

.17 .13

i

.36 .25

.*22 416

.42 .29

ta , ,

.40 .29

.07 .07

.14 .12

.15 .13

.16 6.09

..43 .31

.34 .23

.11 .08

.40 .32

.42 .35

.10 .09

)

.17 '.14

.

.28 6.19

.09 .05

,s,

.24 .

.19 .15

.07 .05

,

.26 .24

.27 .24

.17 ..14

.,

$05 .08.

.14 :12

)
.10 6.05

Pr 444d
'Mean

Std. Dev.

Mean of
Groups

0 .18
P 6. .13

fr.. .30 f
P .22 -/ ..

d

0 .35
P .6 .26
t

4

0 .20
P 64 ,17

I
r.
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Total Diagnosis

Simulated
Case

Table 5 I

Inter-Student Correlation

Pretest

0

Mid test

0 P

Posttestl

0 P

0 Phi Correlation
P Porter Statistic

Posttese2

0

1

.

.26
,,,

e A .30 . .26 , .37 .33 .41 1.37

_

2 .29 .25 .34 .31 .45 , .4 , .41 .34

3 !37 .25 .31 .27 .40 .34 .38 .31

(//.46 .35 .50 .42 .43
, .,35 .35 a32

5
1

,..._
.

.31 .25 .35 .29 .47 .39 .48 .42

?
.34

,
,;
26 .36 .31 .42

T
..37 .41 .35

S.D. .08 .05 :08 '.06 i'' :04 . .05 .05 .04

Vital Signs Only

Simulated
1.

C.se \b.
Pre test

P

Mid test

0 P

Posttestl Posttestl

0

1 '` 24 .46 .43 .57 .62 .69 .72 .74

2 .81 .83 .43 .57 1.00 1100 .62 .71

._...//' 4
c Ail k

3 .24 .46 .42 .56 . .62 ,. .69., 782 .70

4 .43 .57 1.00 1.00 :43 . .57 .43 .57

/

5 .24 .45 .62 .69 .62 .69 .81 .83

_ ,R .39 45 .58 .68 :66 :73 .64 .71

...

a

s.D, .24 .16 .25 .19 .21 46 .14 44

Effecting Factors

Simulated Pretest Hid test,

a

Posttestl Pcistcest2

,.. . . . -

1 -.04 .02 .21 .18 .26 .21 .32 .29

. i

2 .11 .11 .27 .24 .42 .39 .31 .24

7. 4.
3 s .13 .07 .25 .20 .22 .20 .29 .21

..
4 .14 .10 .36 .28 .37 .27 .27 .24

5 .08 .08 .1, .16 .26 .21 .32 .28

R 4
.0t .188 . .25 .21

.

.31 .26 .30 .25 'A

S.D. .07 , .04 .07 .05. .08 .08 .02 .03 4

22 0

1

\

16

41
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Table 6

Preceptor/Preceptor Agteement on Diagnosis

0 = Phi Coefficient

P E Porter Statistic

Pl.= Group 1 Preceptor.
P2 = Group 2 Precep40,
P3 = Group 3 Preceptor

I .......*"
I

.

Total Dx Vital Signs Effecting Factors
r-

, ......

PI vs. P2 P1 vs. P3 P2 vs. P3 P1 vs. P2 P1 vs. P3 P2 vs. P3 P1' vs. P2 P1 vs. P3,. P2 vs. P3

0 17.3 0 P 0 P 0 .P 4 P 0 P- 0' P 0 P 0 P
Case .

. .

1 . .29 .23 .68 .56 .29 .43 .56 .71 .75 ..71 .75 .14 .10 !.48 .433 :19 .14

.t.-
,

. 4 1"- I
.

, .... 4

2 .26 .24 .51 .40 .42 .32 .14, .40 .43 .56 .71 .71 '1.28 .21- .45 .33 ..34 .22

, . .

, .

. . r . . .

,

,

ik -3
.55 .43 .82" .72 .51 '`,.38.. .,43 .56 1.00. 1.00 .43

.

.56 .52 .37 .51 .36 .45 .28

. .

, .

\ 4 .13 %28 .57 .46 .57 .45 4.14 . .40 .43 .56 .71 .75 ..29 .21 '56.
I

.42 .41 .27

-26--

5 '.34 .24 .38 .29 .32 - .6 1.00 1.00 .43 .56 :43 .56 .23 .16 .06 .07 .23 .16

;
4.

Grand Mean .35 .28 .59 .49 '.44 .34 .43 .58 .60 .69 .60 .67, .29 -21 .41 .30 .32 .21

Std.1Dev. .11' .08 p.17 .16
1

.10 .08 .35 .25 .25 .19 ..15 .10 .14 v.10 .20 .13 - .11 .06

Mean Across 0 = 46 0 =,.54

-------

/i -. P = .24
Preceptors - P = .37' P = .64



,Table 7

Agreement oeStudent With His/her Preceptor on Cues Collected

as

12X---
PTG - Preceptor Training Gr,

0 *. Phi Coefficient

P - Porter Statistic

''

Case

1 ,

Pretest Hidtest

.

' Posttest 1 Posttest

PTC 2

0 P

2 -

PTC 4

0 P

PTG I

0 P

PTG 2

.,0 P

PTG 3

0 P

PTG

0

1 'Iv
,

P

PTG 2

fic P

PTG

0

3 PTG 1

0- P

PTG 2

0 P

PTG 3

0 P 4.- .

'TG 1

6 P

.00: .09 .30, .35 .08

/

'.13

'

.27 .21 .08
%is

.20

..-

.08

__.

.13 .27 .22 .248 .37 .13 .:4 3/
-.

427. .20,

-.

:35\

n

.14 .16

4

2
.02 .10 ii .19

.

' I
.28 -.02

.

.09 .19 .21

'

.04 .14 .18 .18 .20 .21

.

i

.03 .19 .13 .15 , / .13 .17 .11 .28 -.11 .05
.

3 .11 .14 .11 .21 . -.16

\

.

:02 .70

.

.58 . .09 .21 .20 .17

.

.45 .32

.

.

.

.01 .20- .02 .06 ," .52 .41

.

.04 '.17

/''

-.02 .05

4

..._

-.18 0 .06 .17 7,;.02

.

.07

.

.

.28

.

.24

.

e-

.12 .31 .10 .12

.

.02 .10 .15 .28 .20 .17 .14

.

.17

7

.

.12 .29

.

.04 .10

5
.09 .18 -.14 .12 .13

.

.13 . .09

'".

-.04 ,18 .17 .16 .20 ,22 .16 .20 .14 .11
/

.08 .16 .00 .21 .19 .17

tGrand.

Mean
St. Dev.

:01

til

.10

.07

410

.16

.

23

..09

.00

.11

.09

.05

.29

.25

.27

.18

.06 .21

,.06 .0/6

.

.15t

.05

.15

.03 ...IS

.23

t

:21

.08,

.13 .25

.11 .08

.12

i

.07

.13

.64

.

45

.19

.24

.11

.t

.09

.08

.26

.07

.05 .11

',.12 .06
t

Mean of

Groups .

0-
P ..

.04

.14 .

0- .1/
P = .21

/ 0- .16
P =..20

/
,0-
P ,-

43
.20



Case

1

Table 8

Inter-Preceptor Agreement on Cues Collected

1

P1 vs,,p2

0

.08

Pl. vs, P3,

0 P

P2 vs. P3

0 P

.30 .24 .22 .21

j."4;; ".".4.1"

:22' .22
A

.50

O

.80 .24

.
.

.

3 ..02

:

.

.09 .28
.

0,21

.

.
.

.07

.

..10

.

. 4 -
4.

... ,

.

.

,,.. xt0,9

-

..,

__
- .

.

.

.

.16

11°1

.

.27,-- .g.---

s

.26

.

J.&

.

b
. i

5 .20
.

'

,

:23'

.. .

.34. -27 , .36'

.

' .27''

.

Grand
Mean .

Scd.Dev.

.12

68.

(.16'

,..06

.34

,.09

.26

.0T

-.24

.11

.20

.07

Mean Across Preceptors ... '0 = .23 ,P = .21

4

4 i

.11

ti

41.

Key

Ao = Phi Coefficient
P'=4Porter Statistic

P1 = Group 1 Preceptor
P2 =e Group 2 Preceptor
P3 = Group 3.Preikeptor
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II3

5

J. .

collect kin Order to dtagnose a case: Preceptpr 1 collected 14 cuts,\ .. 4..

Preceptor 2 collected A cues, and Preceptor 3 collected only 11.,,
,

.
.1.

.1-

Changes.in%Diaghostic Agreement

Figures 3 - & show the changes in diagnostic agreement
/
for all

students, regardless of group attendance (N=15), as.they progressed

through the course. The pre-
Y4 MI
to posttest changes primarily show

growth in both student-preceptor and
4
inter-student agreement.

However, for the second posttest, *hen students were faCed with a

new case, student-preceptor agreement fell off sharply, whereas

- inter-student agreement remained constant.

sou
Discussion

Differences in per/mance among students of the three groups

:could not be related solely to their presence in different training

2O

grOups (i.e., the differences involved in their training). There were
4 ..

only five students VI each group, each student tested on a different

o

simulated case. Differences in simulated-case difficulty and in student
.

. .

ability and background were among the factors that could have ,influ-

eff erted pformance.on diagnosis more-than the details

,

of preceptor
. ,

Therefpre, conclusions need tp be drawn on mean statistics
4'

across all three groups (15 subjects).rather than on the limited sample
A

of sINglApreceptor training groups.
-

Certain sWementS can,be made about the efficacy Of training.

Results similar to that of the previouS study (Gil, Polin, Vinsonhaler,,

WanRoekel, Note 3), show that agreement among students and with

preceptors was aided by the use of decision aids in diagnoses in a]1

four ,test sessions. Earlier observational studies (Weinshank,-Nose 1)

involving even experienced reading clinicians in which no such decision

# 28
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aids were used resulted in considerably lower diagnostic agreement.

Two conclusions confirming those of the previous training study arele
(1) that the use of deCisioe-Ilds appears to be of value in obtaining

higher diag ;ostic agreement, and (2) ti et student performance

imfirove with'training. It uld appeaf that perhaps additional

practice with simulated cases would sbarpen,students' diagnostic

skills. However, the limited inter-preceptor agreement seems to

indicate that, at,least'under the present testing nditions, further

increases in diagnostic agreement may not be attainable. For example,

the preceptors diagnosed the cases only once And this diagnosis was

used for comparison with all.,three student diagnostic sessiong!'''. I

ThuS, there is no data, on intra-preceptor agreemen$--how closely

preceptsp agree with' themselves when diagnosing a case a,second
i, S r .

or third time.

(
-%

Student-preceptor agreement was not maintained when the students

were given a new case to diagnose (Posttest 2). However, the inter-

student agreement remain4d at fhe same level. This may mean that

somehow the students were using strategies.not taught)or intended'

by the preceptors. 'This poses the qqestion of whether'the skills

*obtained during training can be maintained and genealized. Will

classroom teachers continue to use the organization and model in

their classrooms? Interviews with students at the end of the study

very favorable response to the training And a desire on

their part to incorporate their new knowledge into their classroom

operLons. For example, analysis of the logs kept by the students

in Group 3 showed students developing increasing confidenCe in their

ability, to diagnose reading difficulties cases. However, if we use

33
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student-preceptor agreement as the criterion, the "results of Posttest

2 do not appear to warrant such confidence.

In summary, students do appear to gain confidence as well as

precision with training on a model, use of aids, anA

practice with feedback. The latter is most practically accomplished with

4simulated cases both in terms of time required and control feedback.

The goal of reaching and maintaining a high level of precision (and

4

accuracy if agreement with preceptors is an indicator) poses a need'

for more than the current 10 14 weeks of training now in use by most

teacher education institutions, and, more importantly, more exposure to

a variety of cases for practice. In addition, tt would be valuable

to follow students' performance to see if gains made.can be maintained

and trans ).ated into meaningful performance in the classroom.

34
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AS80/SPRINd 1980 3/15/00
Subject Instructions for Observitional Sessions

The purpose of the Diagnostic. Performance. Session is both to
instruct You and. to evaluate sour Progress as'a diagnostici,en of
reading disabilities. The Diagnostic Performance Session "reedires
You to diagnose a simulated case (SIMCASE), of reading disability.
OUT SIMCASES are 'simulated' orals in the sense .that the real
is not Present. The data in the SIMCASE was obtained from real
children with real, reading disabilities.

MAIERIALS The materials you need for this diagnostic Pr4ormance
session are as follows:

(1) The SIMCASE including:

The List of Available Information
4

The Referral Information (Initial contact Folder)
The Box of Materials

(2) The Diagnostic / Remedia3, Record
/.3) An Audio Tare Cassette Player

If sou do not have anv of thesg items signal Your instructor..

EROCEDURES
To review, the Procedures for the\6bNervational session will be as
follows: following:

(1) Read the initial contact(referral) information. Look at the
sketch of the child and listen to the taped interview;
(2),Diagnose the SIMCASE bv,collecting whatever further data wou::/_
wish;
(3) Write UP sour diaghosis and remediation using the Diagnostic
/ Remedial Retard

This has been a general, description of theDiagAostic Perfoy4nce
Session, If You have any questions, signal Your instruct

1.10W-IOASt_ILIE_DIA8MOSIIC_EORM Pick uP the Diagnostic / Remedial
Record and look it over for a few minutes.

Olt

The form Provides a guide for Writing Your diagnostic/remedial
judgments. As You complete each page, write the case name, Your
name and the date in the spaces provided.. TheNform is divided into
seven parts oorresPorjeding to important reading activities. For each
party state sour diagnostic decision by circling' YES if the --reading
activity ,is Problematic and NO otherOise.. Then?. describe the basis
on which the decisionwas made: Finallvy- 'if the area is

a'Prbblematicy' describe any factors that hav-e contributed to the
Problem by 1)writing down the factory and 2) providing remedial
suggestions-for the factor.

0
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AS80/SPRING 1980 3/15/80
Subject Instructions for Observatiopol Sessions

UCW_IO_USE_A-SIMCASE

P.)

Let's. now Consider the specificS of how to use a SIMCASE; The cage 40

consists of the following items:

(1) The Initial Contact (Referral) Inforlmation
(2) The List of Available Information
(3) The Box of Materials

The Ioitial_Coptact_Ioformatioo provides basic introductory
informatioh about the child. It includes a referral statement, a /

sketch of thechild,.and a taped interview.,

The Ioformatioo_Iove9torY is the list of materials collected 'about
the case. Each item of information is, described by a KEYWORD that
refers to its title and location in the box (e.g./keyword for
Durrell`)ral Reading test booklet is DUR3).

31

Now open the SIMCASE-Box..
Note......ibe...:_KEYWORDSoo......tbe_foldeis...__Ibese_keYwords_corressood_to
tbpse_io_ibe_Ioformatioo_Ipueotomv.." To Find information in the
SIMCASE--locath the Proper KEYWORD in the Inventory. Use this
KEYWORD to find the Proper folder in the box.
As in the case of DUR3, find the large* folder entitled DURRELL.
`Within, that folder are smaller colored.folders in which will be .

found the sPecific item DUR3. Only remove the desired informat,ioni
not the colored folder in which it is located.

NoW that You have Practiced, yb can begin to diagnose and remediate
sour SIMCASE.

Begin bs opening the Initial Contact folde. Exami the picture
and the information, and listen to the tape. r----

When you have finished with the Initial Contact ,material, 'signal
your instructor. After he or she responds You may'begin collecting
information to diagnose -your case. You will have 45 minutes in
which- to collect information. The proctor will tell you when goer,
time is up.

You will Have.an additional 30 minutes in which to fill out the
Diagnostic / Remedial, Record and 15 'minutes to transfer the
.diagnosis tb a Diagnostic Checklidt described later.

. .

,-#
' I ..

. .

Elease_do_oot_returo_aoy_of_ibe_materials-to-tbe_bbx...__Leasee_tbem_oo
the_table_A.

.

. .

If WOU have Questions or proBlems at anv time, signal sour ;
instructor. Relax. There are no grades to be given in this Study.
t

4
. ,

.(
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. '441tt . St:ilsly :1983' ageho;:$ Clietl:.1-1c,t ;

. °
4

, n , 6 fl. ". Ilt,'
V ,J. .1 e '''

Ca'se Name t ,
4 _:,

4 .7. . ,.
Your ,Wame!

'.1......1.L. . " a t .. 0

_Date .' ., \AI- : .1 I,'
-- a . $ VI , '

Ji.A ,

lite purpbae of the Dia(fnostie checklist Is too lit nslate );ouf- -diagnosis as

written on the Diagnostic/Remedial,"Recoreinto. a stannard vocabulary. Tq that

end, please heP" .4re . to, include orhy thot-e .categories, that you have WRIT 1

dcwn,on, Cho. Di.gnostic/Remmlial RCCOc. 'liven if you hnOwthe.stLidentts sta
orLeV(.ty statement. in the checklisty we are °fay interested in hi!ying ..4_

tritmlation of the ones you included in your written diagnosis. -

,

.
.

, ,
.

. . . , . .

Examine. your wraten diAgnosis ad recorded oh .the ,DiagnOstic/Remedial Record:
For, each facl.or on the Record that desCribes a FACTOR contributing to a

,proaein, do tbe,following: OP - 6 t
" 0

4

. 33

1

,

-

f)Circle .the _factor on the Diagnostica/Remedial Record
2)Pumber the _factor, starting et 1 for%the fir-st one and going up from
there for each ,succosiV13,Xector .

. 3)Locate the statement on this chesck ljst that &lost accurately characterizes
the factor.- $

4)711ace. the. factor number next to the statement on the'Cilieoklist.
5).CoAilpu'e for all factors on your Diagnostic/Remedial Recgird,

examp.le, of tii s procesS is given 'heto.vr.
-$

The Diaostic / Remedia Record is: . ,.

,,
1...

. '.1'.!, '
, i.

1.Descrlbe one factor eontribAtinq to the' problem with IhS.tant
Wort RpeognA' n. ' ' .. 2. .....-- -

.

/ 2: ..---7z... .44----.1.--...-2.-

'Stiggest remedial rocedures- for alleC,Iating liaN0S411ctor.

Wee..4.41..e.r."A Lo.::.1...C.4.e.... .
2,Descriobe .other factor contributing to the_rroblem wit Instant,

Recog411 on.
' a

.
'', Suggest remedi 1

--. 18 I . ---
- 1/4.1.4.0.420A

etc.

procedures for alleviating this factor.

.

7,1nd the Diagnostic' Checklist is: . n .

1. . Insan Word Recognition Adequate
2 Instant Word ripcognition Inadqua.te
3 ft Basic i.g,1,1t Words hdequate
4 IA . Ilazic Sight Wdrds-Inadecivale

.

/ 10 p, , - Visual Discfim,ination 'inederigate

F *

, A.of .

.. .

-.. /
, etc. .

,1

..1..

. 411'
%.* A 41OIN.MOOdfr a

es
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.
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Application !ftudy mo Diagnostic Checi:13st
. 34

2
aiwe name

V'Your 1/ame .4

dal e '

1 Insta,n't Word 11c:cognition Adequate
o/pp*

2 Instant Word Recognition Inadequc4e
3 c Sight Words Ndequate
4 Basic Sight Words Inadequate
5 . S ht Word; Learned Via Decoding Aqequate',
6 Sight WorArLe'arned Via Decoding InadequaEd
7 ' xperiential Sighl, Words Adequate
8 errential Sight Wods inaqtquate '

9 1P isual Discrimination AdequaTe..
1T1-- Visual,Distrimination Inadequate
11 , Visual Memory Adequtite
12_ "Visual Memoi:y J.nadquate
13 . Print-Meaning Association Adequate
14. Print-Meaning Association Inadequate

Print - Sound Assopiation Adequate
16 ' Print --.Sound Acsoclation Inadequate c
177.--- Other Adequate',

.1 F3 Other.Inadeavte .

19 Decoded Word Recognition Ade2uate -' 1
2:3 Decq8ei.V11ord Re;:ognition Ipailequate .-

21 , -Sound-STallol Association - Consonants A'dequate
22 Sound-Syvbc1 Association - Consonants Inadequate -

23 - Sound-Symbol Associatien. - Blends/Diagraphs,Adequatel,
.24 Sound-Cy'rbo.1Assaci:ation - Blends/Diagraphs Inadequate
25 Sound-Syobol AssciAtion - Vowels/Vowel Patter:: Adequate
26 Sound,-Symbol Assoeiaticn --Vowels/Vowel Patterns Inadequat,e
27-ta Visual Segmentr.tion into Syllables Adequate

Visual Segnentatiop into Syllables Inadequate,_____
meAuditory SeantatiOn into Syllables Adequate. ,

Auditory Segmentation ilia Syllables lnad uate 1
.

31 , Blending of Sounds AdeqaTte -,

32-----r Blending,of Sounds Inadeq.uate .

33 ' Adjustment of Blended Sounds to Language Adequate
34 Ad)ustment.of -Blended Sounds to Lapguage Inadequpte-
35- Use- Of Root Word Adequate
36 , Use Of Root Word Inadequate -
37 Use of Pre4xes Adequate_
35 , Use of Prefixes.Inadequate
39 ..."--.

.

40----7-
Use of Suferxes-Adeguate '

. Use of Suffixes lmadequate
4/1 J/\'.-Auditory Memory Adequate w 7

42 Auditory Menory Inadequate
43 Auditory Discrimination AdOuate
44 Auditory Discrimination Inadequate,
45 . Visual .tivery Adequate'
46' Visuaa Memory Inadequate'
47 Visua4 i::erimination Adequate
4S . V.1sual Di!:.crimirtibn.Inad.,quate
49 Other Ad'Huate ,msm. mok
50 # Other Inadcguato

%

al Mc lug Vocabulary Adequate
J.. Me ag Vocaliulary Ihaddrprater.)
53 Ishrnber of words Aagdae
54

.

- * NuMber of word Inadequate
..#:

i
., .

55 and Broadthrr
=1 an. 40. ly:Curacy of ,Deeini tionr Adequate

56 Accuracy and Breadth of DeCinitionr. Inadequate
:Other Adoquatepla...........
Ot11#7!-r In.,q1equato

.

' 42
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116Arplication gtudy 1980 Diagnostqc Checl:list

Case name
Youi. Name
Date

.59 Oral Reading Adequate
60 Oral Reading inadequate
61 ' Instant Word Recognition.A4e9uate

,

62 Instant Word Recognition Inadequate
63 Decoded Word Recognition Adequate
64 Decoded Word Recognition Inadequate
65 Rate Adequate
66 Rate{ Inadequate
67 'Phrasing Adequate
68 Phrasing Inadequate
69 Intonation Adequate
70 Intonation Inadequate
71 -Use of Syntax Adequate
/2 Use of Syntax Inadequate

73 Use of Semantics Adequate
74 , Use of Semantics Inadequate
75 Other Adequate -,

N.76 Other Inadequate
.

77 : Reading Comprehension Adequate
78 Reading Ccnprehension Inadequate

...79 Main idea Adequate
80 Main idea Inadequate
81 Paraphrasing Adequate .

82 . Paraphrasing Inadequate
83 , - Sequence Adequate
84 Sequence Inadequate, .

785 Cause'.Effect-R&asoning Adequate.
86 CauSe-Effect Reasoning Inadequate.
87 Recall of Facts. and Details Adequate
88 Recall Of Facts and Details Inadequate
89 e;,Adequate.
90 er Inadequate
91 Listtn.ing Comprehension Adequate
92 LisCening Comprehension Inadequate,
'93 Main idea Adequate-
94 Main idea Inadequ to
95 paraphrasing Adequa e
9.6 Paraphrasing Inadequa
.97 Sequence Adequate t>

96
!

Sequence Inadelivafe
99- Cause-Effect Reasoning Adequate

i
190 Cause-Effect'Reasoning Inadequate,
101 Reball of Facts and Details Adequate
132 Recall of Pacts anctc Details Inadoquate"
103 Other. Adequate( .

.

194 '00ther'Inadoquate__...s._
105 . At.tentiOn/Motivation'Adequete
1t6---7Atent'iod/Notivation Inadequate :
107 Initiating Attention 'Adequate
108 \ Initiating Attention:Inadequate
'109-' Maintaining Attention AdeqUate
110 Maintaining Attenti,on Inadequpte
1117 Other Adequate / v-

, 112- bther Inadequate .
.

- 43

wit
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Ap)ivation Study 1080-Diagnostic CheqAlist

Case flame
-Your. ame
Date

113Ve Factors Effpcting Leaniinq Adequ4te
114 Factors Effecting Learnin Inadequate ,

115 AMount of Practice Ad luate
116 Amount of PractiCe Inalequate

+'

117 Attention Adequate
118 Attention In-adequate F

\--
119 . Motivatio04Adequate

r
m;

.

,

120 Motivation Inadequate
121 Visual ,Acuity Adequate
122 Visual Acui :y Inadequate

Auditory Aakity,Adequate .

..

'124 Auditdry Acuity Inadequate, .6

125 Transfdy'of Isolated Skills to Contextual Materials Adequate.
12G Transfer of isolated Skills to,Contextual Materials Inadequateisolated
_127' Other Adequate. .

.1

128 Other. InadeqUate, ,
..= -:

. -, .

!

r

fl

.44

4
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Appendix C

4

EXplanation of Phi Correlation and Porter Statistic

45
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Inter-Clinician Correlation

Phi 0

Given a domain for diagnoses/remeditions/or cues (DX/RX or CX)

for a given case, the Phi correlation is a measure of inter-clifiician

agreement. One Phi correlation is computed for each pair of clinicians.

The DX/RX/CX categories mentioned by one clinician Ore compared

with those mentioned by a second clinician for the same case. This

comparison is summarized in the table below.

-P

R

E

S

N

CLINICIAN B,

SIMCASE Y

A
B

TE

(-

N

r'

CLINICIAN A, SIMCASE Y

PRESENT (+) ABSENT (7)

Frequency count of
statements in the
domain present in
both clinicians ,

DX/RX or CX

Frequency count of
statements in the
domain present In
clinician B's
session but not in
clini6ian A's
DX/RX/ or CX . .

a -
_

b
/

A

Frequency 'count of .. Frequency count of
statements in the statements in'the
dpmain present in'
clinician k's session,
but not ib B's DX/RX

domain absent in
both clinicians'
DX/RX or CX

..,

or CX , . , .

c . d
. .

46
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The calculation'of the Phi correlation is derived from the table

as follows:

Clibician 3,

Simcase Y

Phi =

SimZase Y

a(++) 1:1( :1;-)

.

,
...., A

`c( -+) d(--)
,

(axd - bxc)

(a+c)x(b+d)x(c+d)x(a+b)

a+c rt

3/

c+d

N

The statistic is bounded by -1 (statements are in cells=b and c only)

and 1 (statements are in cells a and d only), only if the distribUtion in

the marginals is equal. In all other cases the maximum and minimum vlue-s-
,

will be less than 1 and greater than -1. =
An example of a"completed table is as follows:

Statements pti Statements of Domain of
Clinician A, Clinician B, Statements
Simcase'Y Simcase Y

S1 S1 fr

S2 S2
S3 S7

47

S1

S2

S3

S4

S5

Sg

S7

4
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cian,B

°Clinician A

2 1

1
. ..

../

3

.

Porter

40

3. 7

Another statistic which is useful and based upon the 4-fold contingency

table isPthe Porter coefficient (P) This coefficientiis a measure of the

agreement between two individuals' diagnoses or two diagnoses by the same

individual as a function of the proportion of that agreement compared to the
I

sum of the total agreements and non-agreements (i.e., the ++,+-,7+ boxes, and

excluding the -- one.)

--_

If A = no. categories common to both subjects or encounters,

B & C = no. categories nientiohed by one subject (encounter) and
not the other, then

P= A
A + g + C

It.

This does not reflect agreement pn not to select a category (diagnosis, cue,
(--

treatment) as is the case with the Phi correlation.

For the Prevlous example, the Porter Coefficient would 'also be .67

as the total domain of categories is only 5. ,If the domain is large and the

number of* categories mentioned 'by both or either subject is small, the Phi

And Portevaluei will differ, and the Potter coefficient will appear to be

more reliable.

C.

*davbloped by Dr. Andrew Porter, Institute for Research pn,Teaching, Michigan
State Uhiversiry,

48
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